Purpose: Despite the popularity of team formulation, there is a lack of knowledge about workable implementation in practice. The purpose of this paper is to: (1) characterise team formulation, based upon examples from practice; and (2) identify factors perceived to support or obstruct workable implementation in practice.
, reflecting the current prominence of Clinical Psychologists working psychologically within teams (Johnstone, 2014) . The broad function of team formulation is to "enable team members to develop a shared psychological understanding of presenting difficulties; which summarises their nature, explains their development and maintenance, and guides intervention planning" (Geach, Moghaddam and De Boos, 2017, p.27 ).
Both professional (DCP, 2011) and regulatory bodies (Health and Care Professions Council, 2015) promote team formulation as a fundamental practice. However, the extant literature is limited to a small body of peer-reviewed research. Qualitative research in this area has examined staff experiences of team formulation, finding that attendees describe increased psychological understanding and empathy towards service-users (Beardmore & Elford, 2016; Harrison, Sellers, & Blakeman, 2018; Murphy et al., 2013; Summers, 2006) .
Quantitative research has sought to measure changes in staff attitudes following engagement with team formulation, with reports of reduced cynicism (Berry et al., 2015) and blame (Berry et al., 2009 ) towards service-users, and increased confidence (Ramsden et al., 2014) and tolerance (Berry et al., 2009 ).
However, a review of the team formulation literature found unstandardised definitions and implementation of team formulation in practice (Geach, Consequently, it is difficult to examine links between the processes and outcomes of team formulation as a singular practice -precluding meaningful evaluation and generalisation.
There is a need to further understand: (a) the form, features, and functions of team formulation; and (b) the factors that may help or hinder team formulation in practice.
Characterising Team Formulation in Practice
There is little understanding of team formulation at a basic, descriptive level. The peer-reviewed literature conveys inconsistency in terms of how team formulation is implemented (Geach, Moghaddam and De Boos, 2017 ) and a range of practices with varying purposes have been described:
1. Structured psychological consultation aimed at improving service-effectiveness (Berry, Barrowclough and Wearden, 2009; Ingham, 2011; Ramsden, Lowton and Joyes, 2014; Berry et al., 2015) 2. Semi-structured reflective practice meetings focused on the emotional impact of working with service-users (Davenport, 2002; Murphy, Osborne and Smith, 2013; Wilcox, 2013) 3. Informal sharing of ideas to encourage team members' understanding of serviceusers (Christofides, Johnstone and Musa, 2012) Given the increasing popularity of team formulation (DCP, 2015) , it is plausible that there are further instantiations in practice that are not conveyed by existing literature.
Factors that Support or Obstruct Team Formulation in Practice
In addition to the paucity of evidence for team-formulation effects (Cole, Wood and Spendelow, 2015) there is a notable lack of consideration of putative mechanisms of effect (Ingham, 2015) or influencing contexts and setting conditions. Identification of key processes may be obfuscated by unstandardised team formulation implementation and evaluation (Geach, Moghaddam and De Boos, 2017) .
Important targets for change have been theorised as the staff-service user relationship (Berry et al., 2015) and staff attributions about presenting problems (Ingham, 2011) . Beyond this, there has been little articulation of how desired effects could arise/contributory conditions or processes. An understanding of when team formulation may be most beneficial and how/why team formulation can be implemented would be advantageous to help harness factors that contribute to workable practice.
Taking these issues together, there is a lack of knowledge about the characterisation (Christofides, Johnstone and Musa, 2012) and factors which may facilitate and obstruct workable implementation (Ingham, 2015) of team formulation. Moreover, previous studies of team formulation have been mostly limited to single services, offering a somewhat-fractured understanding of current implementation. A synthesis of diverse practice-based instances where Clinical Psychologists have experienced workable implementation of team formulation will enable identification of the key characteristics and facilitators of this practice. A mixed deductive-inductive approach is apt to integrate extant research (Cole, Wood and Spendelow, 2015; Geach, Moghaddam and De Boos, 2017) with Clinical Psychologist accounts from practice to create a higher-order, theoretical understanding of how team formulation can be successfully applied.
Aims
In the context of Clinical Psychology practice in the UK, this study aims to: 
Method

Ethical Approval
Ethical approval for this study was granted by the first author's institutional research ethics committee.
Participants
Purposive sampling of Clinical Psychologists aimed for maximum variation. This was sought in the initial placement of recruitment advertisements by using inclusive platforms to offset the likelihood that subsequent snowballing (chain-referral) may favour recruitment of individuals with similar characteristics. Demographic variables and the setting/service context of participants were monitored during recruitment to increase diversity where limited (e.g., recruitment was responsively focused on particularly groups according to incoming data) and to facilitate heterogeneous representation. Individuals were required to have internet access and consent to take part. Participants were included if they self-identified meeting two criteria:
 A qualified Clinical Psychologist working in the UK

Experience of involvement in team formulation in practice
Potential participants from any employment sector, service, and setting were included.
Other practitioner psychologists were excluded due to the differences in training and standards of proficiency related to formulation as outlined by the HCPC (2015). Participants were recruited via professional networks, social media, and snowballing (chain-referral).
Participants were asked to report the length of team formulation experience as part of the We conducted an online survey using the Qualtrics platform. An invitation email was disseminated via professional member networks and social media. Interested participants followed the survey link to view the opening page with a link to the participant information sheet. On this page, participants either accepted the consent form and continued or exited the survey.
Survey Design
Demographic and background information -including age-bracket, gender, number of years qualified, and team-formulation experience -was collected using predetermined response-categories to allow for a description of the overall sample. The type of service and setting within which the participant practiced team formulation was also collected.
To meet this study's first aim, participants provided an example of team formulation they judged to be successful and could also volunteer a perceived unsuccessful example.
Open questions were used to obtain data on the form ("please describe the process by which this team formulation was created" and "how (if at all) was this team formulation implemented in practice?") and function ("what was the purpose of this team formulation?") of team formulation examples. Participants were asked to report outcomes at three different levels: for the service user, staff team, and service. Open questions about the perceived supporting and obstructing factors (e.g., "In what ways did this example (not) work well?")
were used to answer the study's second aim. In addition, participants were asked to report how they might have overcome any challenges that had arisen within the perceived successful example.
Analysis
The epistemological position adopted for this research was critical realism, which acknowledges that our observations are limited in their capture of underlying reality. Critical
Realism promotes identification of the contextual conditions which may influence and explain the manifestation of observable phenomena-of-interest from latent causal processes (Fletcher, 2017) . This descriptive research sought to identify participant perceptions of the factors which obstructed or facilitated team formulation practice. In line with Critical Realism, the factors identified in this study were understood from a theoretical rather than a positivist cause-and-effect position.
Responses to free-text questions were analysed using Framework Analysis (Ritchie and Spencer, 1994 ) -chosen for its systematic, transparent analysis-process (Ritchie et al., 2003) . Both deductive (a priori concepts derived from team formulation research) and
inductive (data-driven) processes were used to generate frameworks for organising and analysing data. The five steps of Framework Analysis (Ritchie and Spencer, 1994) were used to manage, describe and explain data and were used to answer each aim as outlined in analysing patterns, commonalities, and connections to answer research questions.
Quality considerations
Page 7 of 39 Mental Health Review Journal   1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 Framework Analysis benefits from a systematic approach to each stage of analysis, enabling transparency in the process from raw data to the framework tables (Ritchie & Spencer, 1994) . Individual responses were coded (within-case) before indexing by theme (between-case). During indexing and charting, participant references were retained within themes to allow for tracing back to the original source. Arguably, data complexity is reduced in categorisation methods such as Framework Analysis, therefore, attention was paid to the anomalies and unique cases that emerged.
Supervision provided frequent and thorough discussions, to ensure coding was reasonable and justifiable, and enabled questioning of inferences and exploration of alternative interpretations. Discussing the coherence of frameworks, from their development through to the final matrices, formed credibility-checking throughout.
[ Table 1 here]
Results
Characteristics of the Sample
Of 120 Team-formulation types are presented as provisional categories based upon selfreported descriptions of practice and are defined primarily in terms of function (with description of forms serving each function). It is recognised that different forms may serve a single function (and vice-versa; i.e., forms and functions may vary independently). Reported outcomes are discussed for each team-formulation type. Such reports are inevitably limited by the aforementioned difficulties within our understanding of team formulation (e.g., paucity of understanding of process-outcome links and lack of agreement on desired outcomes).
Case review.
The case review category included five examples from a range of contexts such as inpatient forensic, and adolescent mental health and community services. The case review function, whether in the context of long-term or complex care, appeared to use team knowledge to understand current problems and was suggested to improve the team approach to future care. One notable exception aimed to review towards reaching a diagnostic In each example, multi-disciplinary team (MDT) members' perspectives on the problem and key-worker involvement appeared central to creating and implementing the formulation. Three other common features emerged as consistent with the identified function of involving the wider team to drive actionable outcomes for care: (a) reviewing the service user's history/progress; (b) disseminating the formulation amongst the team; and (c) linking the formulation-session with other MDT-forums such as ward-round and team meetings.
Participants reported applying practical and structured formulation-frameworks, such
as The Five Ps (Padesky and Mooney, 1990) , and 'Roseberry Park' (Dexter- Smith, 2007) model. All participants perceived that the formulation appeared to help with generating actions (e.g., updating a care plan) which may link to the intended aim of improving care. In addition, increased staff understanding of the service-user, improved team communication and engagement with psychological intervention (e.g., acceptance of non-medical approaches and requests for psychological consultation) were claimed outcomes of this approach.
Taken together, the case review appeared to enable a pragmatic and collaborative formulation when there is a need for a clearer MDT approach. The practical focus was perceived to relate to changes to care. The significant MDT input was indicated as a key feature which was described alongside perceived improved team-functioning.
Formulating behaviour experienced as challenging.
The eleven participant-accounts of formulating behaviour experienced as challenging were from neuropsychology, intellectual/developmental disability (IDD), and older-adult settings, where links between cognitive functioning and behaviour might be salient. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
This team-formulation type was described to offer an idiosyncratic understanding of behaviour, particularly risk issues. 'Making sense' of the presenting problem and understanding 'meaning' or 'function' of behaviour was considered alongside person-specific factors such as 'cognitive abilities,' 'developmental context,' 'unmet needs,' and 'extreme distress'.
Information from the staff-perspective was reported to provide the basis for the formulation (e.g., MDT assessment findings, incident records, and observations). Facilitation was illustrated as guiding the team to alternative understandings using CBT-based approaches and functional analysis. Clinical Psychologists reported both implicit and explicit strategies to change staff perceptions of the service-user:  Humanising the person by "Characterising the behaviour as a way to cope," highlighting the "unmet need", or considering the patient's views  Locating behaviour in developmental context, e.g., how a service-user's early experiences may lead to "misinterpretation of staff intentions"  Educating others (including the service-user's family in one example) on the link between cognitive difficulties and behaviour  Challenging attributions e.g., "opportunity for staff to formulate the impact of their opinions on their wider interactions with the person"
Seven participants described different team responses to problem behaviour, e.g., "opportunities for developing healthy relationships". Staff were suggested to have introduced new practices and were observed as compassionate and confident in their approach. Linked to this, service-users were described as appearing less distressed.
Other commonly reported outcomes were perceived increased staff understanding and amended care plans. Five services were perceived to function more safely: e.g., reduced physical restraint, sedative medication, and "injury to nursing staff." There were some claims that the service functioned more effectively due to better relationships amongst the team and "shorter admission time."
Formulating behaviour perceived as challenging appears to be a way for Clinical
Psychologists to use psychological theory alongside staff observations to drive changes to staff attitudes and engagement with service-users.
Formulating the staff-service user relationship.
Eleven participants aimed to improve the therapeutic relationship between the team and service-user, including building or ending the relationship. The role of Clinical Psychology appears enhanced compared to other team-formulation types (e.g., preparing information before and after sessions, writing a letter to the service user), suggesting relational problems may be more difficult for teams to define, communicate, and make sense of.
Participants reported using interpersonal models -including cognitive analytic therapy, attachment, and systemic theory -where visual diagrams and theoretical concepts aided explanation of relational patterns. Reviewing the service-user's personal history to contextualise interactions with the team/service and eliciting the emotion(s) influencing staff relational responses were described by participants to encourage a therapeutic relationship with the service-user.
Consistent with the reported function of this team-formulation type, six participants reported a perception that the staff-service user relationship improved. In four reports, the service-user was discharged from the service, although, it was unclear how this was linked to the team-formulation. Further, improved communication and change to teams' emotional responses towards service-users were cited as perceived outcomes. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 
Formulating the staff-service user relationship, driven by relational theories, was perceived to target staff awareness of patterns and emotional connections within this relationship. This approach was suggested to make a difference to how staff related to service-users and vice versa.
Formulating with the service-user perspective.
This team-formulation type was evidenced by six examples, mostly from inpatient settings, where formulations connected service-user and professional views to overcome barriers to engagement. In comparison to other types, a subtler facilitation approach was described to enable the inclusion of service-user views. Service-user views were reportedly ascertained prior to the formulation session and in one example, the service-user gave feedback on the formulation after the session.
Participants described reviewing the service-user's life history through a trauma perspective to generate links with current engagement difficulties. Most participants considered the relationship between service-users and the service at a broader level to explain issues such as repeat inpatient admissions. Correspondingly, targets for change were identified as prioritising treatment goals and changing the nature of the service-user's relationship with the service.
Following the team formulation process, service-users were described by participants as more engaged with staff and involved in treatment decisions. Perceived staff outcomes were reported as increased engagement with care provision (e.g., increased desire to support the person). It was claimed that care provision was meaningfully adapted to the person's needs and preferences (e.g., accommodating goals/barriers identified by the service-user and negotiating shared decision-making). Service-level changes included using the formulation with other services to promote better inter-team working. sharing the formulation with other teams.
[ Table 3 here]
In addition, three further team formulation types were identified: approach for team working (Norman, 2003) and team supervision (Sharry, 2007; O'Connell, 2012) . When explored further, these three types did not reveal novel understanding beyond that articulated in existing literature. Therefore, prominence was given to unique teamformulation types that emerged outside of the a priori framework.
Aim 2: What are the factors that may support/obstruct team formulation?
Forty-nine successful and 32 unsuccessful examples of team formulation were used to answer Aim 2. In general, shared barriers and facilitators were reported across formulation 'types' which are provided in Table 4 and discussed below.
A key theme of distress arose as both a perceived supporting and obstructing factor and will be explored as a separate theme for this reason. Distress amongst team-formulation attendees permeated team-formulation types and different settings. The nature of distress appeared to impact on perceived team-formulation success. Where distress related to lack of staff safety (due to violence, hostility, or interpersonal challenges), this was considered hindering. In contrast, concern about a serviceuser's safety appeared motivating for teams to want to protect the person. Notably, strong emotional responses were not absent from successful team formulations but required sensitive management -through strategies such as giving team members permission to express difficult feelings; as well as modelling, contextualising, and normalising staff responses. A key intervention to harness distress constructively was responding to the team's emotional experiences before addressing the service-user's distress. Indeed, some used the space for reflection to process team distress or conflict about the service-user.
Distress emerged as a perceived barrier to forming a shared understanding -with uncontained anger or anxiety reducing team ability to explore emotional responses as part of the formulation. In two examples, the family's distress (driven by dissatisfaction with care) had a perceived negative impact on the team formulation by limiting discussions and plans.
There were several discrete factors secondary to the overarching theme of distress that appeared to facilitate the success (or otherwise) of team formulation. High levels of distress obstructed teams' engagement in the key tasks of the session, eroded session structure, and hindered collaboration. These links are discussed further below.
When to implement team formulation
Preparation. Practical considerations (e.g., management releasing team members from duties, payment for attending sessions outside of working hours) were considered helpful alongside opportunities for promotion and preparation. In contrast, lack of resources (time, staffing, management support) and high demands were described as hindering to team-formulation sessions. An absence of person-centred information or identification of the service-user to be discussed at the next team formulation obstructed opportunities for preparation. One participant overcame this by asking team members to pre-complete areas of the formulation, to save time and involve those who could not attend the session.
Role of Clinical Psychology within the team. The facilitator's existing relationship to the team was reported by participants whose team formulation centred on the staff-service user relationship. Further, the acceptability/value of Clinical Psychology in the wider service was identified as facilitative across team-formulation types.
Barriers to successful team formulation were described as perceived ruptures in this relationship or a lack of team engagement with psychological approaches in general, including a limited understanding of the nature/purpose of team formulation -suggesting the value of orienting the team before implementation.
Facilitating team formulation
Facilitating a shared understanding. Two factors appeared to support the development of a shared understanding: making links between past experiences and current difficulties and exploring the staff-service user relationship.
Engaging the team. Strategies to promote collaboration, such as drawing upon collective wisdom, appeared to foster engagement with formulation. Communicating the formulation through writing or drawing in-session, and sharing this outside of the session, was reportedly helpful. Unhelpful power dynamics within the team obstructed engagement.
Managing difference. Establishing a shared goal and respecting different viewpoints were identified strategies to manage different team-member contributions. Inattention to the 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 variety of views/experiences, or alignment with one viewpoint only, was thought to cause conflict. However, in one example, it was perceived that the facilitator's attempts to maintain different views was counterproductive: causing uncertainty and strengthening a nonpsychological understanding of the service-user. Thus, managing different perspectives appears to be a difficult and complex task. Where fostering acceptance and integration of diverse viewpoints is obstructed, emphasising a commonly-held goal or team value may be helpful. Informing practice. A common supporting factor was the creation of a plan fostering a coherent and psychologically-informed approach to care that endured beyond the session.
Barriers to informing practice-change were a task-focused or medical approach, difficulties linking discussion to formal care plans, and organisational limitations. In addition, there were two examples of misuse of the formulation in practice, which appeared to arise from unmanaged conflict within the session, highlighting the importance of addressing divergent views. Some participants reported the helpful use of follow-up support or revisiting the formulation-driven intervention plan.
[ Table 4 here]
Discussion
This study aimed to describe: (1) 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 implementation in practice. The findings of each research aim will be discussed in turn and compared to existing psychological theory and literature.
Characterising Team Formulation in Practice
We identified four types of team formulation with a range of facilitation features.
These were formulating: as a case review; behaviour perceived as challenging; the staffservice user relationship; and using the service-user's views. This extends beyond the three team-formulation types identified from reviewing the team formulation literature:
formulation-based consultation, reflective practice and informal team formulation (Geach, Moghaddam and De Boos, 2017) . Practice-based accounts and research collectively convey a range of differential team formulation functions which could be used to inform standardisation of team formulation practice.
Given the areas of commonality between team formulation and other team forums, the specificity of team formulation is questionable. For example, (Nic a Bháird et al., 2016) reviewed MDT meetings in community mental healthcare and found that discussing serviceuser care and improving teamworking were common functions. The team-formulation types identified in this study were perhaps uniquely characterised by the use of psychological theory and Clinical Psychology facilitation arguably requiring specialist (psychological) knowledge and competencies. Given the prominent stake Clinical Psychologists have in this practice, it could be argued team formulation functions as a vehicle to promote the value of Clinical Psychology within teams.
Obstructing and Supporting Factors of Team Formulation in Practice
Perceived supporting and obstructing factors underpinning workable team formulation appeared to be common across team-formulation types. This suggests some factors underpinning workable team formulation are universal. One theoretical framework which (Wenger, 1998 ) theorises a key process for change in an MDT context is allowing professionals with multiple (i.e., team and disciplinary) identities to learn to integrate and collaborate (Oborn and Dawson, 2010) . The process of teams thinking together (Pyrko, Dörfler and Eden, 2017) and learning from both tacit knowledge and psychological theory appears to be key to understanding how change may occur within team formulation.
The management of distress amongst attendees appeared integral to team formulation success. Distress could obstruct team formulation by forestalling team engagement and openness to alternative perspectives. Dexter- Smith (2007) has observed that some team members resist or disengage from psychological approaches if perceived to be an additional demand, suggesting the need to consider team members' emotional capacity and timing of team-formulation sessions.
The notion of working alliance is often applied to understand intervention successfulness (Bordin, 1979) . The theme of distress amongst attendees could be understood as an expression of alliance-rupture: Reflecting conflict between facilitator versus team understandings of team-formulation task and goals. The ultimate task may be to understand and explain a service-user's distress. However, study-participants conveyed that addressing and containing emotional distress amongst teams (and sometimes family members) was a crucial (prerequisite) task. There are parallels here with the reflective practice group literature where the facilitator's engagement with, and understanding of, distress is considered to enhance learning (Smith, Youngson and Brownbridge, 2009; Binks, Jones and Knight, 2013) . Distress amongst attendees was described to limit opportunities for perspective taking and learning. During times of high stress, it is theorised that cognitive processes are reduced to (Kahneman, 2003) . This may suggest why some attendees were described as resistant to team formulation and sought straightforward solutions to problems.
Taken together, this study's findings and theoretical approaches offer clear implications for facilitation of team-formulation when attendees present as highly-distressed -this is considered further under clinical implications.
A proportion of team-formulations appeared to accommodate service-user voice or feedback, particularly in response to difficulties engaging service users with the service.
Further, the service-user perspective was identified as a perceived facilitator of teamformulation. Such accounts appear congruent with best practice guidelines which promote collaborative formulation (DCP, 2011). However, it is notable that reports of service-user involvement were limited in both number and scope of involvement. Cited barriers to involving service-users in team formulation processes encompass: practical difficulties with involvement (Ingham, 2015) , the need to formulate professional concerns, and the potential for increased service-user distress (Maltman & Turner, 2017) . The function of the teamformulation (e.g., whether to formulate professional or service-user issues) appears to be important when considering service-user involvement.
Critique
We used an online survey method to enable widespread recruitment. Due to the nature of self-report, participant accounts may be limited in their representativeness. The degree to which participant accounts correspond to actual practice and the degree of representativeness of this sample in relation to the broader population are both unknown. Similarly, the degree to which claimed outcomes correspond to actual occurrences is unclear. This links to a broader issue within team formulation research, reflecting difficulties mapping the intended (Cole, Wood and Spendelow, 2015; Ingham, 2015) .
Study results were derived from Clinical Psychologist only and the perspective of other stakeholders in team formulation (e.g., non-Psychologists, service-users, service managers) were not sought, reflecting a shortcoming of this research. Clinical Psychologists have a particular stake in team formulation, a practice seen as inherent to Clinical Psychology, and often facilitated and promoted by this professional group (DCP, 2015; Johnstone, 2014) . Therefore, participants were potentially biased towards promoting the value of team formulation. We attempted to minimise this bias by asking for both positive and negative observations and experiences of team-formulation practices. However, research which goes beyond single-stakeholder perspectives to triangulate data sources is required.
Moreover, whilst this research was limited to understanding Clinical Psychologist approaches only, the results have potentially transferrable implications for other practitioner psychologists/professions engaged in team formulation practices.
Notwithstanding these limitations, this study is the first to analyse a collection of team formulation examples across multiple contexts. This research offers novel findings via identification of specific team-formulation types and shared factors of workable team formulation implementation. The knowledge generated expands the literature exploring teamformulation (Christofides, Johnstone and Musa, 2012; Wilcox, 2013) and offers a theoretical understanding of team formulation in practice more broadly.
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Team formulation typology
Responses to reviewers
In the Table below, we have itemised comments from the reviewers (first column) and provided our responses (second column, noting page-numbers for changes made). We have also indicated changes within the revised manuscript (as purple coloured text).
Reviewer #1:
The paper addresses the novel topic of how to implement formulations in real world settings and has clinical value. However, I did feel the study was somewhat limited by the online survey methodology which prevented indepth exploration of key issues. I would have expected a larger sample given the lack of depth of the analysis.
As previous studies of team formulation have been mostly limited to single services, the survey method allowed for efficient data collection from a heterogeneous (in terms of work context) and geographicallydispersed professional group. Moreover, the survey method enabled anonymous participation. This was an important consideration for the optional section regarding unsuccessful team formulation implementation and negative outcomes. Abstract: It would be helpful to get more of a hint of the meat of the findings in the results or conclusions section
We have added key findings to the Results subsection of the Abstract (p. 1)
The introduction talks about moderators and mediators but it not clear how these relate the to aims of the study. Was it the aim of the study to identify mediators too? It looks like it from the results but it isn't in the aims For clarity, we now refer to 'supporting' and 'obstructing' factors, in line with the wording of the aims throughout the manuscript -and have removed complicating references to moderators/mediators There is already quite a bit of qualitative work looking at how staff perceive team formulation (e.g. Summers et al 2006; Berry et al 2017 to name but a few), which also touch on the idea of implementation. I think the introduction would benefit from more details about this related work and clarify more precisely how their study builds on what has been done before.
We have included further detail of previous research in the Introduction (p. 2).
We have added further details of how this study builds on previous research (p. 4).
The authors describe the sample as purposeful it is sounds more like convenience sampling to me rather than selecting participants on a more systematic basis.
We have added details of the sample strategy (maximum variation sampling) on p. 5.
As it stands I don't think we can conclude that the authors sampled the most meaningful group of people. If the questions are around implementation I think it would be more helpful to identify a much broader range of stakeholder. I think the authors need to be clear that the findings only tell part of the story in terms of implementation ie only from the perspective of those that deliver formulation not those that receive or commission it.
We have expanded on this limitation in the Critique subsection of the Discussion (p. 21). Details of epistemology and quality considerations have been added to the analysis subsection (p. 7 -8). Results I think the write up of the results needs to be much tentative. E.g. for each formulation type it reads as if these are a series of recommendations when in fact they are just ideas generated from a handful of cases. Given my reservations about the quality of the data, I think it might be just helpful to just describe different types of formulations but in a bit less detail in the first section of the results. I also think the numbers aren't that meaningful given we are talking about so few cases overall.
We have reduced the detail of Aim 1 results and increased tentative language throughout. The results are initially introduced as tentative in nature and are prefaced as limited data from a sample of CPs who are practicing team formulation. In the Discussion (p. 20), we have made explicit that accounts may be limited in their representativeness with regards to (1) participants' own practice (unknown level of correspondence between self-report and actual practice) and (2) practice more broadly (unknown representativeness of this sample in relation to broader population). In terms of structure, it would make more sense to me if the description extra three types went at the end of the subsection We have moved this text to the end of subsection as suggested.
My other point about the results relates to my previous point about the aims. The identification of moderators and mediators is interesting but it isn't clear how these relate to factors that support or obstruct TF. Surely factors that support or obstruct are moderators? Mediators are the way in which the intervention is perceived to work.
Amended as above
Discussion
I felt this clinical implication could be more specific 'Harness collective knowledge to promote collaboration and engagement'. I didn't really know what it meant.
We have reworded this implication (p. 22)
The research implications is too brief and I am not really sure how they authors propose to go about observing formulation or evaluating it.
We have provided additional implications and suggested methodology for future research (p. 22) A significant part of the discussion focuses on distress at the expense of discussing other interesting moderators and mediators. If the section in the results describing the models could be reduced then it would leave more room for the discussion of other factors and future clinical and research implications.
We have included a paragraph on (lack of) service-user involvement (p. 20).
Reviewer #2:
This is an interesting paper in an under-researched area therefore making it suitable for publication. I do feel that it is unnecessarily narrow in focus (Clinical Psychology only) and misses the voice of the Service User Please see responses below which address these areas. 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59 We utilised a working definition of team formulation that has some specificity but is not over-inclusive. The selected definition was informed by a systematic review of the team formulation literature. Moreover, our data reflect the practice of risk-formulations. Importantly, these are based on participants working within the scope of the selected definition of team formulation and identifying varied applications. However, it does seem that consideration of service user involvement in team formulation is largely missing -both from the methodology and from the results. Best practice guidelines for formulation now include utilising the voice and opinions of the Service User -including them in the development of the formulation where possible. It would have been useful to include consideration of this.
Regarding methodology, we considered service-user involvement a priori and provided opportunity for participants to comment on this; for example, prompting participants to describe how the formulation was created and who inputted into the process/product. Where there were references to serviceuser involvement, these are highlighted in the results: E.g. formulation type 'formulating with the service-user perspective.' As service-user involvement was not consistent throughout responses, the results may reflect limited service-user involvement in team formulation in practice. We have commented on this with an additional paragraph in the discussion with reference to extant literature (p. 20) . I wonder about the reasoning behind limiting this to Clinical Psychology specifically rather than including all Applied Psychology areas (e.g. this is common practice in Forensic and Counselling settings)where there are obviously overlaps in terms of the discipline of psychology being practiced.
Whilst the focus of this research was in understanding Clinical Psychologist approaches, and inclusion criteria were circumscribed to this effect, the results have potentially transferrable implications for other practitioner psychologists/professions engaged in team formulation practices. We have added this comment into the Discussion (p. 21). 1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18  19  20  21  22  23  24  25  26  27  28  29  30  31  32  33  34  35  36  37  38  39  40  41  42  43  44  45  46  47  48  49  50  51  52  53  54  55  56  57  58  59  60 
